(1) The extensive damage done by prostatitis and urethritis through its spread into the ischiorectal fossa and perineal tissues.
(2) The futility of anything but drastic surgery when the disease is so widespread and moreover the extensive mutilation of such surgery.
(3) The confidence for the future treatment of difficult cases in the knowledge that plastic surgery can restore such damage in this region, once infection is removed.
M. M. Occupation: Seaman. March 1932: He was seen with multiple urinary sinuses in the perineum, extending from sacrum to scrotum. There was stricture of the urethra and frequency and pain on micturition due to cystitis. Numerous operations for the cure of fistulao, perineal abscesses and stricture had been performed in Belgium and America in the years 1912, 1913, 1914, 1917, and 1930 . These had left the skin and tissue of the scrotum and perineum distorted, thickened and scarred. His troubles had resulted from gonorrhoeal urethritis and prostatitis. The perineal fistule were found to communicate with the prostatic and bulbous urethra and to surround the anus completely, traversing both ischiorectal fossae. The external openings were as far back as the sacrum, part of which had subsequently to be removed.
March 1932: Before the difficult task of cure was entered upon, suprapubic bladder drainage was established.
April 1932: The urethral stricture with urethral fistuloe and accompanying scar tissue was excised by the Hamilton Russell technique. This resulted in a cure of the stricture but the floor of the urethra failed to heal from lack of tissue. The healed roof of the urethra was exposed from the apex of the prostate where the urethra had been rejoined for about 1 .1 in. of the anterior urethra.
May 1932: Acute pyelonephritis developed in the left kidney. May 1932: fistula in the ischiorectal fossae were now opened up and found to lead to the prostate. The tracks, completely encircling the anus and the anterior wall of the rectum were exposed. No tissue remained between urethra and rectum.
June 1932: More sinuses were found and opened up. August 1932: Tracks of fistule to prostate were dissected out. December 1933: Left renal calculus with hydronephrosis was discovered and left nephrectomy performed. It was hoped that the wounds in the perineum would heal now that infection in the upper urinary tract was removed.
May 1934: A vesical calculus "w,as crushed and a urethral calculus removed. September 1934: An opening was found in the exposed anterior wall of the rectum.
Inguinal colostomy was performed because of the long delay in healing, the extensive wuounds in the perineum, and the presence of a fistula in the rectum situated above the ano-rectal ring.
October 1934: A plastic operation on the opening in the rectum was attempted and proved to be successful.
At this stage healing came to a standstill. The extensive granulating wound in the perineum exposed the apex of the prostate, the roof of the bulbous urethra 
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Proceedings of the Royal Society of Medicine and the anterior wall of the rectum and anal canal. The anus was isolated by an encircling wound. Its skin was swollen and oedematous for lymphatic drainage was destroyed, but sphincteric function was clinically unimpaired. After two years of expectation one began to think healing would never occur because of lack of tissue and the cedematous isolated projecting anus.
Infection was absent except near the coccyx and this disappeared when the coccyx and part of the sacrum were removed.
Mr. A. H. McIndoe. The patient was first seen by me at the Hospital for Tropical Diseases on March 5, 1936. The long and complicated history of continued infection with multiple operations had resulted in almost complete disorganization of the perineum, the remaining tissue being almost all scar. The apex of the prostate and 1 1 in. of the urethra were exposed while loss of all circumferential attachment of the anal canal and lower rectum to the level of the prostate left it hanging as an cedematous mass between the scarred and deeply excavated ischiorectal fossa.
With a colostomy and suprapubic bladder drainage the patient's physical condition was miserable in the extreme, though his morale was excellent.
Estimation of the amount of tissue lost showed that while it might be possible to obtain local flaps for the formation of a urethral canal it would be necessary to import distant flaps to fill the ischiorectal fossae and to reconstitute the perineal floor into which the detached anal canal could be reimplanted. Fortunately the tissue in the neighbourhood of the strip of urethral mucosa leading from the anterior urethra to the apex of the prostate was entirely scar, and contained no hair follicles to produce subsequent intra-urethral growth.
The operation was performed on February 6, 1936, under spinal aneesthesia. Lining flaps, chiefly scar tissue were turned in from each side of the urethral remains and sutured medially with interrupted catgut, turning the knots inside as for the Marion Duplay method of reconstruction in hypospadias. The protruding anus was then circumcised and stripped of all scar and cedematous fat until the longitudinal muscle-fibres were visible along with the remains of the external sphincter. This of course had lost its anterior and posterior attachments completely. The ischiorectal fossae were cleaned of as much scar tissue as possible leaving a large excavation involving almost the entire perineum with the denuded anal canal and lower rectum dangling from its centre. This gap was then filled by turning medially two large gluteal rotation flaps measuring 7 in. by 6 in. based anteriorly and consisting of the full thickness of the skin and subcutaneous tissue down to the gluteus maximus. These were sufficiently thick to fill the central excavation so that no dead space existed above the urethral reconstruction or round the anal canal. Medial suture was then carried out leaving the anus appropriately placed between the two flaps. The lateral relaxation areas were left raw. Healing took place by first intention with the exception of one small urethral fistula just in front of the rectum. After three months when this had failed to close further investigation showed a urethral stone at the bottom of the sinus and a further collection of stones in the bladder. The urethral stone was extracted and the vesical calculi crushed and washed out via the suprapubic drain. Following this the fistula closed. Cautious efforts were then made to re-establish urethral bladder drainage by temporarily plugging the suprapubic opening, and gradually the patient was able to pass an excellent stream without discomfort and with perfect control.
At the end of eight months the epithelialized suprapubic hole was excised and the bladder closed. One month later the colostomy was closed and gastro-intestinal continuity re-established.
He On examination.-Cyanosed; breathless; pulse 78, irregular. Firiim, tender, fixed mass in right iliac fossa, size of grape-fruit; (dull on percussion; abdomen distended; rectum loaded.
Treatment. Five days' enemata; fomentations to abdomen; results of eneinata contained meloena; acute obstruction overcome; mass reduced in size; high colon wash-outs given.
Investigation. Barium enema X-ray: filling defect in cTctini, probably carcinoma. Diverticulitis in pelvic colon.
Operation (21.10.38). Excision of last 10 in. of smaall intestine and colon as far as 4 in. distal to hepatic flexure. End-to-side anastoimosis, simall intestine to transverse colon.
